OPIUM WAS widely used in the nineteenth century as an analgesic, a febrifuge, a sedative, and an anti-diarrhoea agent. Opium's addictive properties had been noted in the medical literature as early as 1700, but medical men did not take these very seriously. With the advent of the hypodermic syringe in 1856, which made it possible for morphia (the alkaloid of opium) to be injected, physicians became increasingly concerned about addiction. From 1878, they began to discuss the "disease" of drug addiction. What had begun as a trickle in the medical literature eventually became a torrent and, by 1910, a fully mature disease model of drug addiction had been developed. This had an enormous influence on both the popular understanding and national policies toward drug addiction in the period between 1910 and 1930. The reasons why medical men characterized drug addiction as a disease derived from specific features ofthe "culture ofmedicine" in the late nineteenth century: the concept ofdisease, the social role and status of the medical profession, the perception ofpublic health concerns, and the political goals and influence of medical men. Considered within the context ofthe historiography ofmedicine, the development ofthe concept of drug addiction can illuminate how traditional and radical perspectives can be combined to produce a richer understanding of medical history.
Until the revolution in therapeutics in the early twentieth century, physicians did not so much cure diseases as manage their symptoms. Given this fundamental limitation in nineteenth-century medical practice, opium was invaluable. Jonathan Pereira, in his influential textbook on materia medica and therapeutics, claimed that "opium is undoubtedly the most important and valuable remedy of the whole Materia Medica. We have, for other medicines, one or more substitutes; but for opium we have none. . . .Its good effects are not, as is the case with some valuable medicines, remote and contingent, but they are immediate, direct, and obvious; and its operation is not attended with pain or discomfort."2 Opium had a wide variety ofuses, most notably as an analgesic, a febrifuge, a sedative, and as a specific for gastro-intestinal difficulty, especially diarrhoea. It was taken in powder, pills, or in liquid, most commonly as laudanum -tincture of opium. Opium was also the main ingredient in several of the more infamous Victorian popular and proprietary medicines, most notably "Lancaster Black Drop", "Battley's Syrup", Dr. J. Collis Browne's "Chlorodyne", and "Godfrey's Cordial".
Morphia, the alkaloid derivative of opium, was isolated in the early nineteenth century, and was commercially available from the 1820s. But as long as it had to be taken orally, there was little to recommend it over opium. Morphia did not come into widespread use until the 1860s, a few years after Dr. Alexander Wood perfected the hypodermic syringe, which made possible an entirely new mode of administering Development of the disease model of drug addiction in Britain, 1870-1926 medication. Wood and Dr. Charles Hunter publicized the use ofhypodermic injections of morphia for the relief of neuralgia. Wood's paper of 1858, delivered before the British Medical Association, and then published in the British Medical Journal, was particularly important in making ordinary practitioners aware of the new therapy.3 Within a few years it was being applied to a variety of problems, including inflammations of the eye, acute rheumatism, uterine pain, and delirium tremens.4 This early literature on subcutaneous injection ofmorphia was unreservedly euphoric about its uses. Injected morphia was lauded as being more effective than ingested opium, and free from opium's more unpleasant side effects, such as constipation and stupor. In 1869, Dr. Edward Wilson began an article on subcutaneous injection of morphia by stating that "few really important discoveries have glided so silently into every-day use as the subcutaneous injection of remedial agents. Slowly and surely this new method has won its way and established itself in the profession until there are probably few medical men now to be found who cannot bear testimony, from their own experience, to the marvellous power of narcotics introduced beneath the skin."5 Wilson reviewed the possible uses of injected morphia, and concluded by calling it "the greatest boon given to medicine since the discovery of chloroform."6 In the same year, Dr. Arthur Evershed chided his "professional brethren" whose misplaced caution about injected morphia kept them from using this "means ofreliefso satisfactory to their patients and to themselves".7 The only note of caution in the papers of the 1850s and 1860s concerned the dangers of poisoning through an overdose: the line between a therapeutic and a toxic dose of morphia could be very thin indeed.
There was a substantial medical literature on opium in Latin and, increasingly, in English. In the seventeenth century, it had been so highly praised by Dr. Thomas Sydenham that it had earned him the sobriquet "Opiophilos". His widely-publicized formula for tincture of opium continued to be known as "Sydenham's Laudanum" well into the nineteenth century.8 Opium had been the subject of books and papers by both clinicians and toxicologists in the eighteenth and nineteenth centuries.9 narcotic injections into the cellular tissue in neuralgia and other diseases', Br. med J., 8 January 1859, 19-20; idem, 'Practical remarks on the hypodermic treatment of disease', Lancet, 1863, ii: 444-445, 675-676; idem, On the speedy reliefofpain and other nervous affections by means ofhypodermic method, London, 1865; idem, 'Hypodermic administration of certain medicines', Med Times Gaz., 1865, 1: 584-587. 4 J. Zachariah Laurence, 'The antiphlogistic powers of morphia illustrated by its use in the treatment of acute inflammations of the sclerotic and iris', Med Times Gaz., 31 December. 1859, 651-652; John K. Spender, 'The hypodermic action of morphia', Br. med J., 9 June 1860, 436-437; J. Henry Bennet, 'On the hypodermic treatment of uterine pain', Lancet, 1864, i: 296-297; W. Ogle, 'Injection of acetate of morphia into the cellular tissue ofthe arm, in delerium tremens', Med Times Gaz., 21 July 1869, 54-55. For a detailed study of the development of hypodermic medication, see Norman Howard-Jones, ' A critical study of the origins and early development of hypodermic medication', J. Hist. Med, 1947 Samuel Crumpe, in 1793, noted that regular opium users, when deprived of the drug "for a single day, became languid, dejected, and uneasy at the customary hours of taking it, and could only be roused from this state by the usual quantity of Opium, or by a large draught of wine".'1 Sir Astley Cooper, in an 1824 lecture on poisons, described the deleterious effects of long-term opium use, including patient dependence: "This irritable state of nerves, produced by opium, is relieved by a fresh dose: it becomes absolutely necessary to the patient, and the nervousness produced by the opium of yesterday is relieved by the opium of today."12 Yet there was little tendency by medical men to take these warnings very seriously, and certainly there was no attempt to define addiction as a disease.
The first paper addressed to the addictive properties of morphia was published by Dr. Thomas Clifford Allbutt in 1870:
Does morphii tend to encourage the very pains it pretends to relieve; or ifnot, does it at any rate induce in those who use it constantly, an artificial state which makes its further use a necessity? Are the subjects of morphia injection, that is, liable to become depressed, relaxed, irritable and dependent on a new habit of constant intoxication? Ifthis be so, we are incurring a grave risk in bidding people to inject whenever they need it, and in telling them that morphia can have no ill effects upon them so long as it brings with it tranquility and wellbeing. '3 In retrospect, this appears extremely tentative, although in contrast to the enthusiasm of his colleagues in the previous decades, Allbutt Development of the disease model of drug addiction in Britain, English in 1878 as The morbid cravingfor morphia. The most significant feature of this book is the form in which it was cast, with sections on symptomatology, aetiology, prognosis, and prophylaxis. Levinstein was not simply warning his colleagues about unpleasant side effects of a new drug therapy; he was describing a new disease: "the uncontrollable desire of a person to use morphia as a stimulant and a tonic, and the diseased state of the system caused by the injudicious use of the said remedy".15
Of utmost importance in Levinstein's case is his argument that the morbid craving for morphia is not a form of mental alienation. In contrast to fellow-German psychiatrists Lahr and Fiedler, Levinstein stressed that "the desire for morphia injections . . . results from [a person's] natural constitution and not from a certain predisposition to its use."16 Levinstein was insistent upon the somatic origins of drug addiction because only by doing so could he convince his medical colleagues to take it seriously as a disease. A mechanical model of disease, which virtually ruled out nonsomatic causation, was at the height of its influence in the third quarter of the nineteenth century. While later developments would make psychic diseases medically respectable, a different wind prevailed in the 1870s, and Levinstein trimmed his sails accordingly.
Levinstein dealt with morbid craving for morphia like any other disease. The treatment that he prescribed is what is known, in American parlance, as "cold turkey". The patient is to be locked in a set of rooms "for a period of eight to fourteen days, all opportunities for attempting suicide having been removed", attended by nurses and overseen by a physician.17 In order to see him over the more difficult periods of withdrawal pain, the patient is allowed recourse to warm baths, bicarbonate of soda, chloral hydrate, and, interestingly enough, unlimited amounts of champagne and brandy. Only in the case of a patient's complete collapse, with the threatened loss of life, should the physician resort to an injection of half a grain of morphia. After four weeks, at the most, patients can be returned to society. Levinstein was unconcerned about relapse: once a patient was restored to physical health, Levinstein considered him cured. He was similarly sanguine in his description of "prophylaxis": "We shall not be wrong in saying that morbid craving for morphia, after the lapse of several years, will be of rare occurrence in Germany, as soon as the governmental decrees, already issued by some ofthe states, are obeyed; the doctors in future not allowing the morphia injections to be practised by anyone but themselves."18 From the perspective of the present, Levinstein's formulation seems particularly antiquated, both in its rigidity, and in its naivety. But we should not underestimate its appeal in the 1870s. It was a forceful statement of a problem about which medical men were anxious, in a form which they recognized as appropriate.
The most important British spokesman on the question of addiction in the late nineteenth century was Dr. Norman Kerr, the founder and first president ofthe Society Terry M. Parssinen and Karen Kerner for the Study and Cure of Inebriety, mercifully abbreviated as SSI. The SSI was founded, in 1884, as an association ofeminent medical men, "to investigate the various causes ofinebriety, and to educate the professional and public mind to a recognition of the physical aspect of intemperance."19
The central message of Kerr and his SSI associates, which recurs like an incantation throughout their publications, is that "inebriety is a disease". Kerr claimed that inebriety "is for the most part the issue of certain physical conditions . . . the natural product of a depraved, debilitated, or defective nervous organization, . . . as unmistakably a disease as is gout, or epilepsy, or insanity."20 In his book, Inebriety or narcomania, Kerr accepted the "narrow" definition of disease as the result of a structural alteration which can be pathologically verified, and then attempted to demonstrate how alcoholic inebriety clearly conforms to it.21
What was at stake for Kerr and his associates was far more than a mere question of medical classification. Until the present time, they claimed, society has condemned the inebriate as a sinner, or punished him as a criminal, but it has not seen him for what he really is -a sick man. If inebriety, like gout or epilepsy, is the result of a physical defect over which the sick person has no control -that is, if inebriety is not a wilful act -then the inebriate should not be gaoled, but hospitalized. This is the essence ofthe case made by Kerr and his associates in the late nineteenth century, in their attempt to secure legislation which would create publicly-funded retreats for the treatment of inebriates. They were not very successful. The Habitual Drunkards' Act of 1879 and the Inebriates' Act of 1898 did license a few retreats, but they were private, and received only minimal public support. Above all, the acts did not allow for the confinement of non-criminal inebriates against their will, as the Lunacy Acts had done for the mentally ill. Late Victorian legislators, moved equally by a niggardliness with public funds and a greater regard for the liberty of the citizen than the necessity of therapeutic confinement, ultimately frustrated Kerr and his colleagues. 22 Nevertheless, in their efforts to build a case for compulsory confinement, the SSI produced a very considerable number of scientific publications which were crucial in shaping the idea of drug addiction in Britain. Kerr and his colleagues were most concerned about alcoholism, which they rightly regarded as the most significant form ofinebriety in Britain. But they also wrote about other "narcotizing agents", including opium, chloral hydrate, chlorodyne, and cocaine. Kerr claimed that "the opium habit" is a "true inebriety", although it is a "functional neurosis", in which "organic lesions are comparatively rare."23 Altogether, in contrast to alcoholism, the opium habit is much less dangerous, both as a social, and as a physical disease: "The opium inebriate does not destroy his 
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Development of the disease model of drug addiction in Britain, 1870-1926 does he, as the tippler of alcohol, so degenerate his tissues, injure the structure of his vital organs, or originate organic disease, by the direct poisoning action of the stupefying agent which consigns him to an early grave."24 Yet, Kerr claimed, "opium transcends alcohol in the generation of a more irreclaimable and incurable diseased condition. Cured alcohol inebriates are not uncommon [but] . . . cured opium inebriates are comparatively few in number."25 Although he regarded opium-smoking and opium-eating as harmful, Kerr believed that "the hypodermic injection of morphia is, however, the most swift and the most potent of all the methods of administration."26
Finally, Kerr addressed the objection that some persons can use moderate amounts of intoxicants, even opium, without damaging themselves. This argument, which was made frequently in Britain in the 1890s, naturally tended to undercut the idea that opium-taking, in whatever form, was a disease. Kerr's reply to this is a classic example of the way in which moral judgments were intertwined with scientific facts in his writings: "Opium is a poison which excites, intoxicates, and enervates the whole man; by repeated indulgence inducing bodily and mental prostration and moral perversion."27 Kerr personally, and the SSI in general, publicized in British medical circles the idea that inebriety, including drug addiction, was a disease, whose treatment was properly the responsibility of the physician. In addition, Kerr modified Levinstein's conception of the disease of addiction by stressing that it had a psychological aetiology, and by emphasizing the difficulty of reversing a patient's opium habit once it was fully established. Both of these themes became prominent in the twentieth-century literature on addiction.
THE OPIUM APOLOGISTS
While Kerr and his colleagues laboured to establish the disease model ofaddiction in the 1880s and 1890s quite a different evaluation of the effects of opium was being put forward by a group of medical men and politicians writing in defence of the opium trade between British India and China. Their publications were provoked by the antiopium publicity generated by the Society for the Suppression of the Opium Trade, a Quaker-based organization, founded in 1874. The SSOT was dedicated to forcing the Indian government out of the lucrative business of supplying Chinese smokers with opium grown on a government monopoly. The society argued that Britain was morally compromised by selling opium -"a poison" -to the Chinese, and demanded that the trade cease at once.28
The opium apologists met this argument on several different levels. 
281
Terry M. Parssinen and Karen Kerner argued that, despite the hypocritical denunciations of Indian opium, the Chinese government allowed opium to be grown within its own borders. Given the constant demand for opium by Chinese smokers, the only effect of a ban on Indian opium imports would be an increase of tax revenue for the-Chinese government, while the government of India suffered accordingly.29
A somewhat different, although complementary line was argued by several eminent medical men, who had served in the opium-eating regions of India, and the opiumsmoking regions of China. Sir George Birdwood wrote two letters on the subject which were published in The Times in 1881 and 1882: "As regards opium-smoking", he claimed, "I can from experience testify that it is, of itself, absolutely harmless."30 And, of opium-eating, he declared that "sound, hale people, in comfortable circumstances who lead healthy lives, seldom or never suffer from the habitual use of opium, even in quantities that seem to be excessive. There are few finer people in the world than those of Goojerat, Kattywar, Cutch, and Central India, and they are all addicted to the habitual use of opium."31 Surgeon-General Sir William Moore stated flatly that "opium is not the destructive agent which anti-opiumists have declared it to be."32 To those who claimed that the prolonged use of opium is deleterious to health, Moore replied: "I assert that there is no organic disease traceable to the use of opium. Functional disorders, more or less, may be induced by excessive use of opium. But the same may be said of other causes of deranged health -gluttony, tea, tobacco, bad air, mental anxiety, etc."33 In fact, Moore asserted, those Indians who use opium regularly and moderately are in better health than those who do not.
Finally, both Moore and F. J. Mouat, formerly a government medical inspector in India, declared that opium-eating was a much less serious social problem than alcoholdrinking.34 "Has an opium-eater ever been found to have knocked out his wife's brains?" Mouat asked, "Is that civilised proceeding altogether unknown to the alcoholic drunkard at home?"35 If opium were banned in India and China, they argued, the result would be to drive opium-users to more harmful stimulants, like alcohol or ganja.
The capstone to the opium apologists' argument came in the unlikely form of a parliamentary blue book. In 1893, in response to the successful agitation by antiopiumists, Gladstone and the Liberal government of the day created a Royal Commission to investigate opium-growing and opium-eating in India, and to make recommendations on policy changes. In 1895, after two years of interviews with experts in both London and India, the commission published its final report. Much to the dismay of the anti-opiumists, the report was a complete endorsement of the views 29 Rutherford Alcock, 'Opium and common sense', Nineteenth century, 1881, 10: 854-868; idem, 'The opium trade', originally published in J. Society and Arts, 20 January 1882, reprinted in Hartmann Henry Sultzberger (editor), All about opium, London, 1884, pp. 27-66; 'Sir George Cambell's letter to the "Times",' ibid., pp. 191-193 . 30 
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Development of the disease model of drug addiction in Britain, 1870-1926 of the opium apologists. The commissioners found little evidence that opium-eating led to the physical or moral decay ofusers. To the contrary, they found that opium was used intelligently as a medicine, in moderation as a stimulant, and that to deprive the natives of the drug would cause great suffering. 36 The report was widely publicized in the medical press, and caused consternation among those who argued that opiate addiction was a disease. How could a substance which had been found to be harmless, and even beneficial, in India, be so pernicious in England? The Opium Commission Report put the disease theorists on the defensive. Virtually every discussion of the problem in the fifteen years after 1895 made mention of the report. The only paper published by the SSI in an attempt to reassert the disease theory of addiction in the face of the report's evidence was rambling and unconvincing.37 Yet in spite of its undoubted influence, the Opium Commission Report did not refute the disease theory ofaddiction. The report delayed its triumph by making its proponents somewhat more cautious, and its audience somewhat more sceptical. But in the end, the report was only a rearguard action.
THE DISEASE MODEL OF ADDICTION FROM THE 1890S THROUGH 1916
From the 1890s until 1916, a number of books and articles were published which addressed the issue ofdrug addiction. In addition, the leading medical textbooks began to include a chapter on the topic. The fundamental disputes of the nineteenth century had either been resolved or brushed aside, and a wide consensus emerged on most of the important aspects of a theory of drug addiction.
(1) Drug addiction is a disease like alcoholism; but narcotic drugs, while less damaging in their social effects, are more ruinous for the individual user. Although all were in agreement with this central tenet, there was still considerable room for manoeuvre. J. B. Mattison adhered to a "physicalist" definition of drug addiction: "Tersely stated, it may be said that this disease involves the cerebro-spinal and sympathetic systems, well attested clinical fact proving that they bear the brunt of opium excess, which induces changes that give rise to great nervous derangement, when the opiate is withdrawn, and which, in gradual withdrawal, is seldom entirely avoided."38 Harrington Sainsbury, however, claimed that addiction was "a form of Moral Insanity",39 and Sir William Collins called it "a disease of the will". 40 Allbutt and ]Dixon termed addiction "a vice", and included the censorious warning that "nowadays whoso betakes himself to the morphia syringe does so of his own naughtiness".41 In fact, these definitions did not reflect fundamental disagreements among the authors, but rather differing emphases on parts of the same problem. If one Terry M. Parssinen and Karen Kerner considered the disease of addiction simply in terms of the morbid effects of opiates on the central nervous system, then the physicalist definition was quite adequate. But Sainsbury and Collins, by borrowing contemporary psychiatric terminology, were really trying to answer the question of why a person voluntarily habituates himself to morphia. Allbutt and Dixon, in addressing the same question, slipped into an older vocabulary, derived from a traditional morality, as Kerr had occasionally done in the previous decade. Essentially the problem was how to describe a disease in which some persons, at least, wilfully adopted a course of self-destruction, with full knowledge of its probable consequences.
T. D. Crothers made the most ambitious attempt to resolve this problem by distinguishing between "morphinism" and "morphinomania". The former "describes a condition following the prolonged use of morphin . . ." while the latter designates "the condition of persons in whom the impulse to use morphin is of the nature of a mania, possessing the mind and dominating every thought, leaving but one supreme desire -to procure morphin and experience the pleasure it gives".42 The morphinist, although he had contracted the physical habit, retained his moral sensibilities and sanity, whereas the morphinomaniac had lost both. Yet even Crothers admitted that this theoretical distinction, which separates out the two elements of addiction, was of limited utility in identifying patients: "The morphinist not infrequently becomes a morphinomaniac .... These two classes are not always marked. They frequently merge into each other, making it difficult to distinguish between them."43 Although Crothers' solution was inadequate, he clearly recognized and addressed a problem which continues to plague drug researchers today: how does one satisfactorily describe a disease which has both physiological and psychological elements?44
(2) Some persons have a psychological predisposition to the use of stimulants generally, and these people will often switch from one drug to another, or use them in combination. Many persons change to alcohol in an attempt to break a morphia habit, or vice versa, and remain addicted to both. Lawton, Jennings, and Crothers all agreed that the type most disposed to become drug addicts were "neurotics"; that is, those persons who had inherited a defective nervous system.45 Allbutt and Dixon defined neurotics as persons "who scent intoxicants from afar with a retriever-like instinct, and, curious in their sensations, play in and out with all kinds of them."46 Jennings stressed the futility of distinguishing among different kinds of addiction because narcotics were used so interchangeably by addicts: "It may be objected that cocainism is not morphinism, but this would be an error, for it is exceptional for a cocaine addict not to take morphia as well. Heroin-taking is also on the increase, and this synthetic 42 T. D. Crothers 
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Development of the disease model of drug addiction in Britain, 1870-1926 alkaloid being a derivative of morphia, heroin addiction is, to all intents and purposes, identical with morphinism."47 (3) Most drug habits are therapeutically-induced. A patient is given morphia and perhaps instructed in the use of a syringe by his doctor. After using morphia regularly for a period ofweeks or months, he finds that he is unable to do without it. Allbutt and Dixon noted that addiction is particularly easy for those who begin to use morphia for "pain which is wearisome rather than acute".48 Sainsbury claimed that most persons "fly to drugs . . . to escape a distress ofmind or body".49 Crothers confessed that given its therapeutic importance, "actually no known dividing-line exists between the use and abuse of morphin".50 (4) Morphia addiction is a disease of "modem civilization", which particularly afflicts those who feel its pressures most acutely. As early as 1876, Benjamin Ward Richardson had devoted a chapter to drug addiction in his Diseases of modern life. T. D. Crothers echoed the same theme twenty-five years later, when he said that morphinism was due "in large measure to modem civilisation, associated with the rapid exhaustion following changes of life and living". He claimed that morphia was the popular antidote to those newly-emergent nervous diseases, "neurasthenia and cerebrasthenia".51 Morphinism is particularly prevalent among "active brainworkers, professional and businessmen, teachers and persons having large cares and responsibilities".52 Lawton 4qted that in addition to neurotics, persons of "artistic temperament", including "geniuses", often succumb to addiction.53 Osler claimed that "the habit is particularly prevalent among women and physicians". Mattison agreed that "medical men . . . compose the better class of habitues",54 and Jennings was so impressed by the percentage ofmedical men among his addict patients that he ventured the estimate that one out of every four medical men was addicted to narcotic drugs. 55 (5) While it is true that a few addicts can carry on-a completely normal life so long as they are not deprived of the drug, most will begin to show symptoms of physical, psychological, and moral decline after prolonged use. Allbutt and Dixon gave a typical description of the process of degeneration:
But if the habit be continued and the doses increased, as will be assuredly the case and that quickly, symptoms of bodily disease will appear; say in six or eight months at farthest. The flesh begins to fall; the face loses colour and takes on a sallow, lustreless hue and an aged expression; the teeth are loosened, and gradually even a young person becomes wizened, emaciated, and haggard. To this rule there are some exceptions; a few patients keep their flesh, or even grow fat and puffy: such persons are good feeders, take wine freely, and probably escape the catarrh of the stomach which attacks the greater number of their fellows. Constipation is always present, often in most obstinate degrees; the mouth is parched, and other secretions as a rule are arrested; though some morphinists sweat profusely. Still 
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Terry M. Parssinen and Karen Kerner on, and the constitution does not break up: morphinists do not, however, live to full age; and, if the habit be contracted in old age, the patient fades away in no long time. In younger subjects the social affections grow cold; waywardness and caprice deepen into selfishness and physical and moral degradation; the fitful charms of character or the powers of mind, if any such there were, are blotted and spent; memory fails; amenorrhoea and sterility overtake the woman, and impotence the man; irregular febrile attacks appear; albumin may be found in the urine; even sleep is heavy, or is exhausting and disturbed by hallucinations; abscesses arise at the punctures of the unclean needle, and heal badly; the mouth is dry; the teeth decay; gastric catarrh increases, with symptoms of nausea, retching and flatulence, and of an epigastric or substernal pain which is rather too characteristic of morphinism to be put down merely to catarrh; the thread oflife grows frailer; all capacity for fitful work disappears; the intercurrent miseries of the habit are intensified, the moments of excitement briefer and less effectual, until the patient curses the day he was born: in later middle life at farthest he dies, usually cut off quickly by some chance malady.56
(6) Gradual withdrawal over a period of several days or two or three weeks is preferable to either sudden withdrawal or drug substitution. Allbutt and Dixon, writing in 1906, noted that "the chief and most grievous symptom is the dangerous collapse which may follow withdrawal, and if the withdrawal be sudden it may reach an alarming and even fatal degree." But they added that "as the sudden withdrawal of morphine is no longer practised this collapse may pass out of observation."'57 The writers who touched on the subject agreed on the superiority of gradual withdrawal, although a few added modifications. Jennings stressed the importance ofmodifying the speed of the withdrawal to the ability of the patient to sustain it;58 Hare advocated sudden withdrawal for those recent addicts who had built up little tolerance for the drug;59 and Crothers suggested that "a certain number ofpersons whose addiction has continued for many years, and who have passed middle life and are very much debilitated physically and mentally" might be maintained on morphia under a physician's care. 60 (7) The prognosis for the cured patient depends upon many factors. Osler voiced the widespread opinion that "after an apparent cure the [addict] patients are only too apt to lapse into the habit".61 Perhaps understandably, his pessimism was not shared by those physicians who specialized in curing addicts. Allbutt and Dixon cited the high failure rate for others, but claimed that "on the whole, our own cases have shewn no inevitable tendency to relapse". 62 Jennings, who admitted that he took only those patients who showed a strong desire to be cured, claimed an astounding success rate of ninety per cent. 63 Lawton wrote that "morphinism is very curable", although he regarded those addicted to cocaine as beyond hope.64 The most careful consideration of the question of relapse was written by T. D. Crothers: "The prognosis in Development of the disease model of drug addiction in Britain, 1870-1926 morphinism will vary very widely according to the condition of the patient, the length of time of the addiction, and the influence of heredity."65 The possibility of a cure, he believed, is especially doubtful in cases in which the patient has a long-standing addiction, a chronic disease, a neurotic temperament, or a second addictive drug habit. All such patients invariably relapse. 66 Even on the question of treatment, about which many heated words were exchanged, the writers were in agreement on the major issues: patients must be isolated in an asylum or other institution; and substitution of such drugs as cocaine, cannabis indica, or even heroin -which had been variously recommended in the last three decades of the nineteenth century -was a terrible mistake. They disagreed only on the minor and technical questions ofhow best to manage a patients undergoing treatment, and how to alleviate withdrawal pains. Mattison recommended regular doses of sodium of bromide to subdue the "aches, pains, yawning, sneezing, shivering, nausea, vomiting, diarrhoea, restlessness, delirium, convulsions, exhaustion, [and] collapse" which are "incident to sudden opiate quitting". 67 Crothers noted that many patients are dependent upon the needle, and that injections must be continued during withdrawal, even if they contain only minute traces of the drug. 68 Jennings proselytized. for his "therapeutic triad" ofheart tonics, bicarbonate ofsoda to neutralize hyperacidity, and Turkish or hot-air baths as a sedative.69 Allbutt and Dixon disagreed with Jennings' advocacy of heart tonics, and preferred hot water enemas to bicarbonate of soda for diarrhoea. But, they claimed "whatever the value of auxiliary drugs, the importance of nourishment is much greater .... When the nausea or vomiting are troublesome, coldmeat jellies, iced coffee with or without cream, iced champagne, and the like, must be tried by the mouth, and supplemented by nutritive enemas. As the stomach becomes more capable ofwork, turtle and other strong soups, and like generous and restorative foods, must be pressed on the patient; and gentle massage used to promote absorption and blood formation. The heroine is a young widow, who becomes a drug addict to assuage the physical and psychic pain she feels immediately after the death of her husband. She begins by taking orally the morphia that has been prescribed for her by her physician. Her habit grows from half a grain to six grains per day by the end of the year. Her behaviour changes from eccentricity to mania. When an old friend guesses that she is a morphiataker, the heroine denies it, and breaks off their friendship. She moves to London, but continues to deteriorate, both physically and morally, becoming a recluse and a shoplifter. Eventually she meets a fellow-addict from whom she learns how to inject morphia hypodermically: "It is true a twinge of my native fastidiousness made me shudder when I first saw the secret parts of her body lacerated and green from a thousand needle pricks, with scattered inflammations and small ulcers; but this oozed away, as did all normal sensations, to become a part of the haze in the grey land where I was a psychic cripple, drifting to complete demoralisation."72 In the company of her fellow addict, our heroine squanders all ofher capital, and reaches the depths ofhuman existence:
The last stages of my debilitation had set in. In my old clothes I only went out at night. My drugged days were spent reading trashy, exciting romances picked up by the armful at second-hand book-shops, and talking gibberish to animals .... I had been growing steadily unclean. Soon I dispensed with my maid, and the home grew a well of disorder. I Suffice it to say that our heroine is finally rescued by her rejected but faithful friend, who brings her to her senses. She undergoes a gradual detoxification programme, and is restored -almost -to her former self: "Yet it would be futile to suppose that anyone could have lived so long debased and come so close to death, and bear no marks. My health will never fully return. I must always hide my needle-corroded arms. But this is a small price, after all, for sanity and fearless eyes to meet the clean sweet sun !"74
Thus the disease theory of drug addiction, in virtually every specific, was translated into popular literature, and the image of the drug user was transformed from the unfortunate but fairly normal habitue of the nineteenth century, into the crazed dope fiend of the twentieth.75
EFFECT OF THE DISEASE MODEL OF DRUG ADDICTION ON NARCOTICS POLICY
In the 1920s, the disease model of addiction was challenged from a new direction. In 72 Kate Jordan, ' The grey land of drugs. Arranged from the confession of a sojourner', Pearson's Magazine, 1916, p. 306. 73 Ibid., p. 307. 74 Ibid., p. 308.
the United States, legislation intended to curb or prohibit the use ofnarcotic drugs had been enacted at the state and local levels from the 1870s, and at the federal level somewhat later. The Harrison Act of 1914, as interpreted by the Supreme Court, completed the legislative process which had gradually transformed the drug addict from a patient into a criminal.76 Initially it seemed that Britain would follow the same path. Regulation 40B of the Defence of the Realm Act (1916), and the Dangerous Drugs Act (1920) for the first time regulated the trade in narcotic drugs, and could easily have led to the full-scale criminalization of the issue of drug addiction.77
In 1924, in the wake of sensational journalistic allegations of widespread drugtaking in London and other large cities, the Minister of Health, acting in co-operation with the Home Office, appointed a committee to investigate the extent of narcotic drug addiction in the kingdom. Certainly the most striking feature about the committee was its composition. It was chaired by Sir Humphry Rolleston, and composed entirely of medical men. It included several physicians -Sir William Willcox, R. W. Branthwaite, and Professor W. E. Dixon -who had close ties to the SSI, and who had published papers on drug addiction. Thus British politicians and bureaucrats accepted that policy recommendations on drug addiction should be made solely by recognized medical experts. As if to confirm their judgment, the committee interviewed only medical men and those connected with the drug trade. (The only exception, among thirty-four witnesses, was Sir Archibald Bodkin, the Director of Public Prosecutions).78
The Rolleston committee's report, issued in 1926, defined an addict as "a person who, not requiring the continued use ofa drug for the reliefofthe symptoms oforganic disease, has aquired, as a result of repeated administration, an overpowering desire for its continuance, and in whom withdrawal of the drug leads to definite symptoms of mental or physical distress or disorder."79 According to the testimony of all witnesses, "in this country, addiction to morphine or heroin is rare", and "has diminished in recent years".80 Under "Nature and causation", the report stated that addiction "must be regarded as a manifestation ofdisease, and not as a mere form ofvicious indulgence. In other words, the drug is taken in such cases not for the purpose ofobtaining positive pleasure, but in order to relieve a morbid and overpowering craving."81
The report stressed that most addicts acquired their habits in the course of medical treatment, although "mental or nervous instability" is a predisposing factor. The "abrupt withdrawal" method oftreatment, favoured by many American physicians, is fraught with danger, and may well lead to the patient's fatal collapse. Gradual 82 Ibid., pp. 14-15. 289
Terry M. Parssinen and Karen Kerner Prognosis for most addicts is not favourable: "Relapse, sooner or later, appears to be the rule, and permanent cure the exception. With two exceptions, the most optimistic observers did not claim a higher percentage of lasting cures than from 15 to 20 per cent."83 The report recommended that two classes ofpersons should continue to be maintained on non-increasing doses of opiates: "Those in whom a complete withdrawal ofmorphine or heroin produces serious symptoms which cannot be treated satisfactorily under the ordinary conditions of private practice; and those who are capable of leading a fairly normal and useful life [sic] so long as they take a certain quantity, usually small, of their drug of addiction, but not otherwise."84
Finally, the report insisted that medical men continue to have complete control over the prescribing and dispensing ofnarcotic drugs, subject only to the review ofa medical tribunal composed of three medical men and a legal assessor. The report strenuously denied the need for further regulation which would impinge on the professional autonomy of medical men. While the committee did not challenge the right of the government to regulate the manufacture, trade, and retail sale of narcotic drugs, it strongly attacked the suggestion that the government regulate the physician's right to prescribe narcotic drugs freely. Clearly the Rolleston committee was prepared to recommend only those measures to deal with drug addiction which did not encroach on the professional prerogatives of medical men. Despite its limitations, the report, along with the Dangerous Drugs Acts of the early 1920s, remained the basis of British policy toward narcotic drugs until 1968. The Rolleston committee report, then, was the culmination of the attempts to define drug addiction as a disease. The dispassionate, bureaucratic prose of the report is in distinct contrast to the outbursts of moral outrage that occasionally burst through the surface of earlier medical writings on the subject. By 1926, the medicalization of the "problem" of addiction was complete; it could be discussed by medical men like any other disease, without a moral quaver in their collective voice.
WHY DID MEDICAL MEN DEFINE DRUG ADDICTION AS A DISEASE?
Ifmedical men had been aware that opium produced patient dependence, tolerance, and withdrawal as early as the eighteenth century, why was it not until the 1870s and 1880s that they began to consider opium addiction a disease? The answer to this question is multi-layered.
First, and most important, subcutaneous injection made it possible for the patient to take a much larger dose of morphia than was usually taken in laudanum. An ounce of laudanum contained about one grain of morphia. Although some morphia addicts kept their daily dosage at five grains or less, ten to twelve grains was more common, and thirty, forty, or fifty grains per day was not unusual. While there were a few laudanum addicts -most notably Thomas DeQuincey -whose dosage was a pint or more of laudanum per day, these were very unusual. The more typical dose for a laudanum addict was one or two ounces, far below the usual quantity taken by a morphia addict.85 And, because the morphia was injected rather than ingested, less was 83 Ibid., p. 17. 84 Ibid., p. 18. 85 These figures are derived from our calculations of dosages of several hundred cases of habituation 290
Development of the disease model of drug addiction in Britain, 1870-1926 lost in the process of absorption, and a higher proportion of the drug reached the central nervous system. Thus medical men were seeing, in morphia addicts, patients who were absorbing a much greater quantity of the drug than were opium addicts, and whose physiological complaints were therefore intensified.
Second, the concept of drug addiction -especially in its more rigid and moralistic formulation -was in part a reaction to the sanguine predictions about morphia in the 1850s and 1860s. A theme that runs through the drug addiction literature is that physicians were, and are guilty ofcreating drug dependence in their patients because of their incautious administration of morphia. One way to counter this trend is to warn physicians that, by using morphia, they risk creating a new disease even more dangerous than the disease they are trying to treat with it.
Third, physicians were appalled that they had lost control of this new therapy. Initially, hypodermic injections were administered only by physicians, often in a hospital or other institution. But syringes eventually passed into the hands ofpatients, their servants and relatives, since it was often not possible for a medical man to adminster every injection personally. Furthermore, there was no significant legal restriction on the sale of morphia until 1916. Medical prescriptions belonged to the patient, and could be refilled indefinitely. From the 1890s, medical men lobbied for legislation to make prescriptions for narcotic drugs non-repeatable. It is possible to interpret this as a self-serving attempt by medical men to enhance their fees by making patients more dependent upon them. In part, it undoubtedly was. But from a different perspective, the same demand can be seen as a call for a preventative public health measure. If addiction is a disease, then it is essential to keep the infectious agent away from the potential victim to the greatest extent possible.
Fourth, the concept of addiction was shaped in part by the class of patients that physicians were seeing. Opium -in powder, pills, laudanum, or in patent or proprietary medicines -could be purchased over the counter at chemists' and other shops. In an age when the fees ofmedical men often placed their services out ofreach of poor people, except in times of grave distress, opium was a cheap and effective form of self-medication. Many persons became opium habitues without ever seeing a physician, and without recognizing that they were sick. Morphia addiction, however, as a therapeutically-induced disease, was usually limited to the well-to-do because they were most likely to consult a physician when they were ill, and to be able to afford the cost ofmorphia and syringes. Finally, the cost of treatment for addiction could be very high. Dr. Oscar Jennings, for example, charged 200 guineas, payable in advance, for treatment in his retreat outside ofParis.86 Not surprisingly, then, medical writers spoke ofdrug addiction as a disease of "brain workers", or "the upper classes". Quite simply, those were the patients whom they saw.
So far we have limited our explanation for why medical men defined drug addiction as a disease to factors arising from the doctor's interaction with his patient. But 
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Terry M. Parssinen and Karen Kerner medical profession in Victorian society. It is by now a commonplace among social historians that nineteenth-century medical men were appropriating certain functions previously exercized by priests. Physicians, the new guardians of morality, simply substituted new names for ancient evils: madness became mental illness; drunkenness became alcoholism; and the sin of Onan became masturbation. The old sins to be confronted and overcome were, by the late nineteenth century, diseases to be cured.
As late as the early nineteenth century, the very concept of disease was still illformed. Nineteenth-century medical men managed symptoms, not just because they could not cure diseases, but often because they had difficulty identifying them. While some diseases, especially acute, epidemic diseases, like smallpox, had been identified, and even treated effectively, others, especially endemic and chronic diseases, were often confused with the symptoms they produced. The old humoral theory of disease had been discredited in the eighteenth century, but nothing had replaced it. 87 Adding to the discomforts of medical men in the early nineteenth century was their organizational disarray. The tidy distinction among physicians, surgeons, and apothecaries was breaking down. The elitist medical establishment, centred in the Royal Colleges, was under severe attack from reformers like Thomas Wakley and his journal, the Lancet, and organizations of dissatisfied general practitioners, like the Provincial Medical and Surgical Association (later to become the British Medical Association).88 On both theoretical and organizational levels, then, the medical profession in the early nineteenth century was weak and on the defensive.
By the late nineteenth century, however, the situation had changed considerably. From pioneering studies at the Paris hospital, and the work of Schwann and Virchow came the basis of a scientific, cellular pathology. The work of bacteriologists, most notably Koch and Pasteur, eventually gave the medical profession the germ theory of disease.89 While these accomplishments did not immediately lead to dramatic advances in therapeutics, they did give medical men a confidence that they could identify diseases and their causes with a precision previously unknown. The work of the reformers eventually produced the Medical Act of 1858, which laid the basis for the legal Development of the disease model of drug addiction in Britain, 1870-1926 structure of the modem medical profession. And, as M. Jeanne Peterson has recently shown, medical men began to carve out a new autonomy for themselves by the power they wielded first in medical schools, and eventually in major teaching hospitals.90 Finally, the public health movement achieved considerable legislative success in the 1860s and 1870s, which vindicated an interventionist stance, and encouraged British medical men to extend the scope of public health concerns.91 By the 1880s, medical men were considerably more confident and aggressive than they had been just thirty years before. They believed that they could define disease with accuracy, and they were willing to push for legislation which they believed was necessary to control it. At this level of analysis, then, the definition of drug addiction as a disease was simply one of the smaller conquests made by the advancing medical army in the late nineteenth century.
More specifically, the attempt to define drug addiction as a disease was derived from, and secondary to, the more important attempt to define alcoholism as a disease. Unlike some German and American physicians, who saw drug addiction as a unique problem, to be discussed singularly, British physicians tended to see it as part of the much wider problem of "inebriety" or "narcomania". Indeed, drug addiction was often called "drug inebriety"; it was regularly subsumed in broader discussions, such as Richardson's Diseases of modern life, or Kerr's Inebriety or narcomania; and it occupied a decidedly secondary position in the concerns of the SSI. Even many of the most important sub-issues -inheritability, psychic as opposed to physiological causal factors, or compulsory confinement of addicts -were derived from the contemporary discussion on alcoholism.92 Not until the end of the first decade of the twentieth century did drug addiction clearly emerge in Britain as an entirely separate issue in both professional and popular literature.
DRUG ADDICTION AND THE HISTORIOGRAPHY OF MEDICINE
The dominant tradition in the historiography ofmedicine has been, and continues to be, progressivist and heroic; that is, it conceives of the history of medicine, at least in modern times, as a march of progress, led by the discoveries of selfless physicianscientists. Medical knowledge, in this tradition, is assumed to be objective, verifiable data about nature. Recently, this tradition has come under attack from different directions. Some social historians, in their studies of nineteenth-century medical men, have found them to be interested less in advancing medical knowledge than in their own status and income. M. Jeanne Peterson's fine study ofmid-Victorian medical men in London portrays a medical elite raised to leading positions in the Royal Colleges, medical schools, and major hospitals not by superior knowledge, but by superior 90 
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connexions. Andrew Scull's examination ofVictorian alienists depicts a group of "mad doctors" who struggled to grab and hold power in the burgeoning lunatic asylums in spite of their admitted inability to cure their patients. And Terry Parssinen's study of the conflict between mesmerists and medical men in the 1 840s and 1 850s shows that the latter were less interested in the efficacy than in the respectability of new therapies. 93 While these scholars have questioned the selfless motives of medical men, other scholars have cast doubt on the objectivity of their medical knowledge. Thomas Szasz argues that mental illness has no more foundation in nature than did heresy or witchcraft in the middle ages. Carol Smith-Rosenberg, along with other feminist historians, has interpreted the explosion of women's diseases in the nineteenth century as the result of the repressive social relations between Victorian men and women. Robert Neuman claims that the obsession of the nineteenth-century physician with the "disease" ofmasturbatory insanity resulted from his projecting "onto the masturbator many ofhis own repressed fantasies and guilt". And, in an article oftruly breathtaking audacity, Karl Figlio argues that the nineteenth-century medical definition of chlorosis, a chronic disease of adolescence, must be seen as an ideological concept, originating in the relations of production of a capitalist society.94 The thrust of this radical critique of traditional medical historiography cannot be adequately expressed in the distinctions between social as opposed to scientific medicine, and an "externalist" as opposed to an "internalist" perspective. The radicals are putting forward an alternative historiography, in which medical men are portrayed, not as disembodied intellects, but as social products ofa specific culture, and in which medical knowledge is conceived as ideology in the service of an elite, with no more claim to objectivity than political or philosophical ideas.
This conflict between traditional and radical historiography of medicine recurs in the literature on the concept of drug addiction. Glenn Sonnedecker's article, 'Emergence ofthe concept ofopiate addiction', is traditional in both form and content. After a brief review of medical writings on opium from ancient Egypt through the seventeenth century, Sonnedecker notes that Jones, Crumpe, and others pointed out phenomena related to opiate dependence, but "eighteenth century thought about the compulsive use of opiates smacked of descriptions ofcabinet curiosities, and, in form, remained ill-defined if not confused. The lack of even an agreed-upon term suggests
